Some of the earliest references to the appendix occur, appropriately, in the Egyptian' Book of the Dead,' and there is some evidence to suggest that the cause of death in some Egyptian mummies may have been appendicitis. Since then the management of acute appendicitis has continued to present difficulties, a record of which can be traced through Aretaeus of Cappadocia,2 Berengario da Carpi,3 Claudius Amyand,l who first removed the appendix in 1736, Melier, 4 Morton5 and Treves,7 to the Registrar-General's figure of 667 deaths in England and Wales from appendicitis in I957 . 6 An attack of acute appendicitis usually conforms to the accepted pattern of symptoms and signs. Nevertheless the disease is notoriously treacherous in that, in a small proportion of cases, it can mimic almost any acute abdominal condition, whilst in addition, a grossly inflamed, even gangrenous, appendix can present with very mild symptoms entirely unworthy of the severity of the underlying pathology. Whilst the mortality from the condition has been lowered greatly in the last two decades, the Registrar-General's figures make it apparent that the disease still warrants careful attention, and in this paper some of the difficulties encountered in its management are discussed.
Difficulties in Diagnosis
Most of the false pictures presented by the atypical appendix are associated with unusual positions of the organ. In 65 per cent. of cases the appendix is to a greater or lesser extent retrocaecal in position, whilst in 3I per cent. its tip ' is directed downwards on the psoas major muscle and according to its length may hang over the brim of the pelvis '.9 More rarely it lies above or below the ileum, or may extend over to the left iliac fossa, or upwards to the gall bladder. When an acutely inflamed appendix lies in close proximity to another organ, the latter is involved in direct spread of the infection, so that the signs of this secondary inflammation may cloud the clinical picture and at times overshadow those of the appendicular pathology.
In the pelvis, abdominal signs may be minimal, and if the appendix lies against the rectum it may mimic an acute enteritis. In women salpingitis or torsion of an ovarian cyst may be simulated, or the tender mass may resemble a tubo-ovarian abcess. A ruptured ectopic gestation is usually fairly easy to differentiate, but the unruptured tubal pregnancy or tubal abortion are more difficult. Follicular bleeding from the ovary, ' mittelschmerz,' may cause confusion.
Pelvic examination is by no means easy in these patients, owing to their pain and tenderness. If there is any doubt, infinitely more information can be gained by an examination under an anaesthetic, with a catheter in the bladder, in the theatre, in the lithotomy position, before making the final decision about laparotomy.
In the retrocaecal position, the appendix may lie on the pelvis of the kidney, mimicking a calculus, or pyelitis, even to the extent of producing leucocytes and coliform bacilli in the urine. The low grade, resolving appendicitis presenting with a mass in the right iliac fossa, may be extremely difficult to differentiate from a carcinoma of the caecum, or a perforation of the latter may resemble acute appendicitis.
If the integrity of the kidney is in doubt the patient may be taken to the theatre and cystoscopy performed with the intravenous injection of indigocarmine. If the dye is excreted on both sides at the same time, the chance of a renal lesion is remote, and the abdomen can be opened, if necessary, without further delay.
In the left iliac fossa, the appendix, acutely inflamed at its tip, may lie on the sigmoid and closely mimic an attack of diverticulitis.
In the upper abdomen, the appendix may adhere to the gall bladder and simulate acute cholecystitis, especially in the fat patient.
The intense visceral pain of an acutely distended appendix may suggest a perforated peptic ulcer.
Conversely, fluid trickling down Moynihan's gutter to the right iliac fossa may suggest appendicitis.
The retro-ileal appendix tends to give rise to frequent vomiting, with rather less abdominal tenderness than usual, and may resemble intestinal obstruction. A mass in this position may also suggest the presence of Crohn's disease.
Inflammation of Meckel's diverticulum, torsion of the omentum or an appendix epiploica, or the common non-specific mesenteric adenitis are other causes of difficulty.
There is no easy method of recognizing these deceptive presentations of the acutely inflamed appendix, but the first step in avoiding error is to bear in mind that they exist, and to reflect on the possibility of any acute abdominal condition being an atypical appendix. If It is sometimes very helpful to return to the patient an hour or so after the initial examination, when slight alterations in his condition, or perhaps more mature consideration, often seem to give the lead to the best course to follow.
Pregnancy
The appendix is displaced upwards and laterally, so that local signs tend to be found in the flank. Vomiting of pregnancy may cause confusion and pyelitis may not only be mistaken for appendicitis, but may co-exist with it.
In the first six months the incidence of appendicitis is the same as in the non-pregnant woman, and abortion following operation is infrequent. In the last three months appendicitis is rare, but abortion very commonly follows it.
In general, the appendicitis should be treated on its merits, ignoring the pregnancy. In Post-Operative Difficulties Some post-operative complications can be prevented or minimized by prophylaxis.
Paralytic ileus, probably the most lethal complication of all, may be induced by unnecessary excursions into the pelvis and general abdominal cavity which spread infection from the site of the appendix. One-sixth of a grain of morphia, given six-hourly by the clock to rest both bowel and patient, together with limited fluids only by mouth for 48 hours, may prevent its development.
Residual infections and pelvic and subphrenic abscess may be reduced in frequency by giving the first dose of a wide spectrum antibiotic intramuscularly before operation, when the patient is first seen.
Physiotherapy and early ambulation within a few hours of the operation may prevent many chest complications.
The key to most of the post-operative difficulties lies in their intelligent anticipation and early treatment.
